the need for A chAnge in primAry cAre
The first requirement may be to change the mindset, from student level into practice, of some GPs in their management of vulnerable older people; recognising that they require a different programme of care geared to their particular needs.
The present system, usually relying on demand-led care, and used successfully for younger people, is not appropriate to the needs of vulnerable older patients. The key to success is to define the objectives very clearly. These are as follows:
• minimising suffering;
• promoting and maintaining health, function, integration in society, and independence;
• enabling them to lead the best life possible and to remain fit and active for longer;
• reducing the time they spend in hospital and institutional care; and
• dying with as much dignity and as little suffering as possible. 6 We think it is important for one doctor with a special interest in elderly care to take the lead in coordinating and directing such a programme in a group practice, and lead the organisational audit of elderly care services. This doctor may also assess those with complex problems in a clinic for comprehensive geriatric review. Coordinated practice-based risk stratification approaches work well with a healthy ageing strategy, in combination with voluntary organisations such as Age UK and the Expert Patients Programme.
WorkloAd
In a notional 'list' of 2000 patients, 7.9% will be >75 years of age, totalling 158. Higher risk patients in risk categories 3 and 4 represent about 40 patients for comprehensive review at home by community nurses or in a practice clinic. Doctor-led CGA for category 4 patients leads to a clinic of 4 patients per 2000 once a month. Each practice will community care of vulnerable older people:
cause for concern "The present system is not appropriate to the needs of vulnerable older patients. The key to success is to define the objectives very clearly." decide how many patients they can fit into their normal workload, adding the small number of longer appointments, depending on their demography and working with departments of geriatric medicine.
volunteer support
From an early stage we both recognised the need to recruit volunteer visitors. In Bicester, trained volunteers visited the over 75s at home to give health education and to brief them about benefits and entitlements, as well as helping them to complete the health and social questionnaire. 7 In Cirencester trained volunteers were introduced after the community health visitor and nurse had assessed the patient as disabled and vulnerable.
8 They follow-up these patients with a 3-monthly assessment using the Winchester Questionnaire, which stratified disability into low, medium, and high. A change of score band led to an earlier complete comprehensive geriatric review.
unmet need
In 1956 the Rutherglen Experiment 9 in Glasgow drew attention to a significant level of undiagnosed disease among older people, who tended to assume that their health problems were simply the price of ageing. The conditions most likely to be overlooked were sensory impairment, depression, dementia, urinary tract disorders, anaemia, foot, and locomotor disorders. Steel et al 10 in 2008 reported unacceptably low levels of investigation and treatment in many clinical areas in patients aged ≥50 years.
reduced institutionAl cAre
The first randomised controlled trial of geriatric screening and surveillance by Tulloch and Moore 7 produced two important findings. Study group patients spent significantly less time in institutional care, that is, they were kept more active for longer in the community. Health was not significantly improved. The MRC study, 11 reporting in 2004, did not use time spent in institutional care as an indicator of outcome. Instead it used hospital admissions, and not bed days, as an outcome measure and these were reduced but not significantly. The number of bed days of institutional care was also explored but the data were inconclusive. In a large systematic review Beswick et al in 2008 12 concluded that:
'… complex interventions can help elderly people living at home, largely through prevention of the need for nursing home care, and can help to reduce the rate of falls -evidence suggested that all elderly people may benefit from assessment and appropriate health and social interventions'.
Benefits from AchievABle progrAmmes
Patients are kept active for longer and spend less time in institutional care. The reduction in institutional care represents a considerable saving when on average, 50% of those in nursing and residential care are paid for by the state. Hospital bed days are reduced. However, we can only trace four doctors or practices who have attempted to develop a programme of anticipatory care in the past 40 years. 2 We believe that the reason for this is that doctors are not taught, at student or postgraduate level, to organise and deliver care to older people in a manner fundamentally different from that in the young and middle-aged. Beswick 12 pointed out in 2008 that programmes of this sort were under way in Germany, Italy, France, the Netherlands, and Denmark. What is needed is a requirement by the NHS Commissioning Board for an organisation audit of community care of older people with recommended standards and inclusion within the Quality Outcomes Framework.
Commissioners, aware that 10% of the population consume 70% of NHS and social care costs, will need to include protected clinical time for anticipatory care planning and assessment for those at risk. The management of complexity and comorbidity become an essential part of core primary care. Commissioners need to create the right multidisciplinary teams to support primary care. 
